configuration. Patients were preoperatively assessed with transrectal ultrasound and uroflowmetry. Baseline functional parameters including International Prostate Symptom Score (IPSS), Maximum Flow Rate (Qmax) and Post-Void Residual (PVR) were assessed postoperatively during the follow-up. Perioperative outcomes included operative time (OR time), catheterization time (CV time) and length of hospital stay (LOS). Complications were recorded and graded according to the Clavien-Dindo classification.
INTRODUCTION AND OBJECTIVES: In patients undergoing
Artificial Urinary Sphincter (AUS) placement, with a history of major pelvic surgery, avoidance of the Space of Retzius with traditional placement of the Pressure Regulating Balloon (PRB) may be beneficial. This video presents perineal AUS placement with high submuscular placement (HSM) of the PRB.
METHODS: A perineal incision provides excellent exposure of the bulbar urethra for proximal bulbar urethral cuff placement. Via a separate 2cm high scrotal incision the external inguinal ring is identified. A pediatric Deaver is placed within the superficial ring and blunt finger dissection used above the transversalis fascia develops a space below the rectus that accommodates the PRB. Using one's index finger the PRB is then easily placed in the HSM space without any additional instrumentation. Finally through this same incision a subdartos pouch is created for pump placement. The AUS is cycled and deactivated and the wound is closed in multiple layers.
RESULTS: There is no difference in revision rates between HSM PRB placement versus Space of Retzius placement.
CONCLUSIONS: HSM placement of the PRB at the time of AUS implantation avoids the Space of Retzius with associated potential bladder, bowel, or vascular injury and/or complications. HSM placement avoids peritoneal placement post-robotic prostatectomy. HSM placement is safe, effective, can easily be learned and implemented, and may be used with concomitant IPP placement. METHODS: Video of the surgical technique accompanied by slides and voiceover explanation of the steps RESULTS: A novel anterior-posterior HoLEP dissection technique allows faster operation time and potential continence improvement. We demonstrate our version of this technique and present early operative outcomes. After cystoscopy a posterior groove is created at the 6 o'clock position in a bilobar gland. If there is a prominent median lobe the groove is cut at either 5 or 7 o'clock. The groove is extended to the veramontanum and to depth of capsule. The edges of the lateral lobes on either side of the veru are incised. The scope is rotated to visualize the anterior commissure and retracted to identify the edge of the lateral lobes and the sphincter. The anterior commissure is then incised at 2 Joules/20 Hz Setting. The dissection plane is located anteriorly with a series of short incisions. We identify this plane on both sides at this point as it can be difficult to find it later once a lateral lobe is completely resected on one side. Once the plane is apparent, lateral lobe dissection is begun. The lateral lobe is dissected from the top down, allowing faster dissection time than the traditional technique. The mucosal strip is easily visualized as the apical dissection is performed from top down. This eliminates the need to encircle the mucosal strip reducing enucleation time. Given sphincter proximity, 2 Joules/20 Hz laser setting is again used. Once the entire lobe dissection is completed, the lobe is pushed into the bladder. The residual cavity is inspected and hemostasis controlled. Finally, tissue is morcellated with a Wolf PIRANHA instrument. Retrospective review of HoLEPs from December 2015 to April 2016 was performed. 49 patients who underwent anterior posterior technique were compared with 37 who underwent traditional posterior to anterior enucleation. Mean enucleation time and mean enucleation rate were both faster with the novel, top-down approach.
Source of Funding: Educational Grant from Boston Scientific
CONCLUSIONS: We demonstrate a novel top-down HoLEP enucleation technique with promising early operative results.
Source of Funding: None

V5-09 HOLMIUM LASER ENUCLEATION OF A PROSTATIC ABSCESS
Marcelino Rivera*, James Lingeman, Amy Krambeck, Indianapolis, IN INTRODUCTION AND OBJECTIVES: A prostatic abscess is a commonly encountered localized genitourinary infection, best treated with surgical resection. Traditional transurethral resection places the urinary sphincter in jeopardy of thermal injury in the event of an apically located abscess.
METHODS: We present a 69 year old male with a several week history of dysuria and back pain. He presented to his local physician for evaluation and after CT imaging was diagnosed with a psoas abscess, diskitis/osteomyelitis and a prostatic abscess. The prostatic abscess was noted to be in an extremely apical location posing a significant risk of thermal injury with a standard resection. Therefore, a holmium laser enucleation of the prostatic abscess was performed. Vol. 197, No. 4S, Supplement, Saturday, May 13, 2017 THE JOURNAL OF UROLOGY â e601 RESULTS: After initial inspection of the bladder demonstrated asymptomatic ureteroceles, an incision was made at the bladder neck and carried to the depth of the surgical capsule distally to the verumontanum. The lateral dissection expresses purulence almost immediately and a large abscess pocket is encountered during the anterior dissection. The remainder of the enucleation is performed without complication. The patient was spontaneously voiding by POD 2 and discharged with IV antibiotics for 6 weeks to treat his osteomyelitis.
CONCLUSIONS: Holmium laser enucleation of a prostatic abscess can be performed safely and effectively to both maximally reduce the abscess cavity and risk of excessive thermal injury when treating an apically located abscess.
Source of Funding: None
V5-10 EXTRAPERITEONAL SIMPLE PROSTATECTOMY: A SURGERY FOR BEGINNERS?
Paulo Mota*, Nuno Carvalho, Emanuel Carvalho-Dias, Agostinho Cordeiro, João Torres, Nuno Morais, M ario Cerqueira-Alves, Riccardo Autorino, Estevão Lima, Braga, Portugal INTRODUCTION AND OBJECTIVES: Laparoscopic simple prostatectomy has been introduced with the purpose of reducing the morbidity associated with classical and standard open surgery. The extraperitoneal (pr e-peritoneal) approach adds no technical difficulty, and additionally, allows no surgical violation of the peritoneum. The purpose of this work (video), is to show step-by-step a video-endoscopic extraperitoneal simple prostatectomy technique and present a series of cases of patients treated with this approach, with residents as first surgeons.
METHODS: To create an educational video that shows in a didactic way the video-endoscopic extraperitoneal simple prostatectomy procedure. Eighteen consecutive cases performed with this technique were analysed. Demographic data and main perioperative outcomes were registed and analyzed. Pre and post-operative International Prostate Symptom Score and maximum flow rate were registered as indicators of relieving of bladder outlet obstruction (BOO). A questionnaire for surgery feasibility was applied to the surgeons.
RESULTS: An educational video that shows in a didactic way the simple video-endoscopic extraperitoneal simple prostatectomy is presented. The results of a series of 18 consecutive cases are presented: mean prostate volume was 98 ml; mean estimated blood loss was 150 ml (no transfusions required). No intraoperative complications or conversion were recorded. Mean length of hospital stay was 3,5 days. Post-operative complications occurred in a 5,6% rate (self-limiting prolonged haematuria). A significant improvement was observed of subjective and objective indicators of BOO (p<0.05). Retrospective study design, lack of a control arm, and limited follow-up represent major limitations of the present analysis. The surgeons assessment reveals that the technique was easy to perform.
CONCLUSIONS: This work proves that the video-endoscopic extraperitoneal simple prostatectomy is a safe and effective procedure and certainly a good option for the surgical treatment of high volume benign prostatic hyperplasia. Additionally, in our opinion this surgery appears to be a good procedure for iniciating laparoscopic training, due to the near absence of oncologic concern, and because of its feasibility.
Source of Funding: none
V5-11 ROBOTIC SIMPLE PROSTATECTOMY: THE RETROPUBIC APPROACH
Unwanaobong Nseyo*, Yahir Santiago-Lastra, Jill Buckley, San Diego, CA INTRODUCTION AND OBJECTIVES: Several surgical options for the management of BPH. We present the case of a patient with a large prostate gland on TRUS during prostate biopsy and transient urinary retention. GIven size of the gland and long distance to bladder neck as well as patient's status as Jehovah's witness, decision made to use retropubic approach to robotic simple prostatectomy.
METHODS: Video recorded of surgical procedure RESULTS: Patient with minimal blood loss during the procedure, no additional need for transfusion. Patient discharged on post-op day 3 after uncomplicated hospital course. Small leak seen on post-op VCUG resulted in additional week of catheter use and resolution on repeat imaging. Patient with resolution of lower urinary tract symptoms.
CONCLUSIONS: Retropubic approach to robotic simple prostatectomy can be an option for surgical management of large glands and a safe and effective alternative to the transvesical approach.
Source of Funding: None
V5-12 HOLMIUM LASER ENUCLEATION OF THE PROSTATE AFTER PROSTATIC URETHRAL LIFT
Andrew Navetta*, Erin Bird, Marawan El Tayeb, Temple, TX INTRODUCTION AND OBJECTIVES: Prostatic urethral lift (PUL) has emerged as a minimally invasive option for treatment of benign prostatic hyperplasia (BPH) and bothersome lower urinary tract symptoms (LUTS) especially in young males who would like to avoid sexual and ejaculatory dysfunction. To date, there is no long-term data concerning the durability of the PUL in the management of LUTS. The bladder outlet is opened by placement of retention devices which effectively lift the lateral lobes towards the prostatic capsule. This device consists of a nitinol capsular anchor attached to a non-absorbable suture which spans the prostate tissue and is anchored by a stainless steel urethral end piece. Patient selection is critical, and PUL should be avoided in those with obstructing bladder necks, large median lobes or with glands larger than 100g. Holmium laser enucleation of the prostate (HoLEP) is a safe, effective and durable option for management of BPH in any size gland. Also, the powerful cutting effects of the holmium laser and visualization afforded to the surgeon with HoLEP make it an excellent surgical option to deal with urethral foreign bodies after failed PUL.
METHODS: A 51 year old male presented with persistent lower urinary tract symptoms after two prior PUL procedures and urodynamic evidence of obstruction. Cystoscopy showed a high bladder neck. The patient chose to undergo HoLEP, and this was performed using Storz 28 French sheath and 550 micron Boston Scientific holmium laser fiber at 80 watts. Hemostasis was achieved at 40 watts. Morcellation was carried out using the Storz offset nephroscope and the Wolf Piranha morcellator.
RESULTS: The enucleation time was 23 minutes. Four stainless steel urethral end pieces were removed. 5g of prostate tissue was morcellated in 7 minutes. A urethral end piece did bind the morcellator momentarily, however at this point, the prostate tissue was small enough to be grasped and removed through the scope. The catheter was removed after one day. At four months follow-up, the patient had a post-void residual of 0 mL and subjective improvement in his symptoms with International Prostate Symptom Score of 4 and Quality of Life score of 0.
CONCLUSIONS: HoLEP is an effective option for managing the unique situation of BPH and urethral foreign bodies after failed PUL.
